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ments (EDs) do not have pediatric-sized cervical collars. This leads to children being placed in collars that are too large, often obscuring their faces and even impairing ventilation. Only recently have significant design changes been made by manufacturers, such as producing stiff collars suitable for small children or babies. Lack of appropriate-sized IV needles may preclude obtaining vascular access and thus prevent the administration of a life-saving medication; lack of other pediatric IV equipment to control the rate of fluid administration exposes the child to inadvertent administration of potentially dangerous volumes of fluid; and use of adult bag-valve-mask devices can allow excessive ventilatory volumes and pressures to force air into the chest cavity causing pneumothorax.
Some differences between children and adults are particularly significant (Mellick and Dierking, 1991a,b). The proportions of children's bodies are not the same as adults'. For instance, a young child's head is much larger relative to the rest of his or her body; this increases the risk of head injury and also means that techniques and equipment for achieving proper alignment and immobilization of the head and spine must accommodate these anatomic differences. Important anatomic structures, particularly in the upper airway, are not just smaller in children but are also located differently.
Many medications used in the emergency care of adults are suitable for children, but the doses must be different. Pediatric drug carts are desirable, and when prefilled syringes are used, they should be available in pediatric dosages. Because the appropriate dosage varies across the pediatric age range, having prefilled syringes for all needed medications in all dosages is impractical. Therefore, personnel need to know how to determine appropriate doses and concentrations of solutions for their pediatric patients. Devices such as the Broselow Tape (used to measure a child's length, from which it provides an estimate of weight and appropriate drug dosage) can help in making those determinations (Lubitz et al., 1988).
Finally, children also differ from adults in the nature of the emergencies they experience. For example, children rarely experience primary cardiac emergencies, but they are very likely to experience severe respiratory distress or hypovolemia, which can lead to cardiopulmonary arrest if an adequate airway, ventilation, and oxygenation cannot be achieved. Thus, it is especially important for emergency care providers to have available equipment and supplies suitable for airway and respiratory management of children.
Lack of Pediatric Equipment
Deficiencies in equipment for treating pediatric patients exist throughout EMS systems and have been documented in various surveys over the past 10 to 15 years. Prehospital providers received some of the earliest attention. In 1978, the pediatric community in Los Angeles began working instructor demonstration and ample student practice of key steps in specific procedures, for instance, bag-valve-mask ventilation and peripheral and central venous cannulation. Professions Commission, for example, addressed implications of changes in the health care system and in healthcare needs for schools training health care professionals (Shugars et al., 1991).  In 1993, the Institute of Medicine had under way various studies in this area, including ones on dental education, on career paths in clinical research, and on increasing minority participation in the health professions.
